Purpose: Intraoperative planning with transrectal ultrasound (US) is used for accurate seed placement and optimal dosimetry in prostate brachytherapy. However, prostate magnetic resonance imaging (MRI) has shown superiority in delineation of prostate anatomy. Accordingly, MRI/US fusion may be useful for accurate intraoperative planning. We analyzed planning with MRI/US fusion to compare differences in dosimetry and volume to that derived from the postoperative computed tomography (CT).
involves the percutaneous implantation of permanent radioactive seeds into the prostate, and offers several advantages to prostatectomy including expedited recovery times, lower infection rates, and dramatically lower impotence rates [2] .
Low-dose-rate prostate brachytherapy success is dependent on accurate visualization of the prostate gland. Inaccurate seed placement may result in dose heterogeneity, i.e., underdosing of tumor or overdosing either the prostate gland itself or organs at risk (OAR) such as the rectum and urethra. Adverse effects secondary to treatment can be analyzed both temporally (acute verse chronic), as well as by system (urinary system, gastrointestinal, sexual) [3] . Occurring at an incidence of approximately 10%, the most common acute adverse effect is urinary retention [4] . Furthermore, up to 39% of post-implant patients report diminished sexual function as a result of treatment [5] .
The current standard imaging modality for accurate seed placement and optimal dosimetry is intraoperative transrectal ultrasound (TRUS). While inexpensive and accessible, the use of TRUS is also highly operator-dependent; increasing the possibility of variance and subsequent error if the operator is inexperienced. Additionally, the ability of US to delineate prostate anatomy is inferior to that of alternative imaging such as magnetic resonance imaging (MRI).
Images obtained via MRI have consistently shown better soft tissue visualization of the intraprostatic tumor and better anatomic demarcation of the prostatic apex, external urinary sphincter, bladder neck, and intraprostatic ejaculatory ducts [4, 5, 6, 7, 8, 9] . Over the past decade, clinicians have increasingly used MRI in prostate cancer evaluation and treatment decision making due to its improved image quality. As an example, Lawrentschuk et al. demonstrated the value of MRI in detection of previously biopsy negative cancer in patients with elevated serum of prostate specific antigen (PSA) levels [10] . Successful application of MRI in diagnosis of prostate cancer has also been accomplished through image guided biopsies [11] . Additionally, high-spatial-resolution dynamic contrastenhanced MRI has shown potential as a staging modality distinctly demonstrating capsular infiltration [12] .
MRI information has changed the American Joint Commission on Cancer (AJCC) stage from T2 to T3 disease resulting in downstream treatment recommendations for changes in nearly one-fifth of patients in some studies [13, 14] . The first report of intraoperative MRI-guided prostate brachytherapy successfully employed MRI with dose-volume histogram analysis in nine patients [15] . As a result, MRI imaging in prostate brachytherapy has been increasingly utilized on several platforms: preoperatively for planning, intraoperatively for implant guidance, and post-implant assessment of dosimetric parameters [16, 17] . Intraoperative MRI scanning is impractical, but fusion programs in modern computers have made MRI incorporation possible. Given the functional relationship between seed location and dose-toxicity, superior visualization of the prostate, and recent evidence of MRI as a feasible modality in both diagnosis and therapy, we investigated the role of intraoperative MRI in prostate brachytherapy. This retrospective analysis compared the dosimetric parameters and acute morbidity of twenty patients who underwent intraoperative MRI/US fusion to the current standard of US-based planning.
Material and methods

Patient selection
From January 2015 to December 2015, twenty patients underwent transperineal prostate brachytherapy following evaluation, which consisted of a history and physical examination and relevant laboratory testing. All patients underwent a baseline International Prostate Symptom Score (IPSS) survey prior to the procedure and at all follow-up. Informed consent was obtained along with institutional review board approval. Eligibility criteria for participation in this protocol was consistent with recommendations of the American Brachytherapy Society and included the following: life expectancy > 5 years, clinical tumor stage T1b-T2c, Gleason score ≤ 10, PSA ≤ 50 ng/ml, and no pelvic lymph node involvement or distant metastasis [18] . A preoperative prostate MRI was obtained and fused intraoperatively with US using a MiM Symphony ® treatment planning system (MiM Software; Cleveland, Ohio, USA).
Treatment planning
The preoperative 1.5 Tesla MRI and US volumetric studies were obtained 2 weeks prior to the implant procedure. The prostate, rectum, and urethra were contoured intraoperatively and a treatment plan was generated for each patient to achieve a prostate D 90 dose of approximately 160 Gy. Dosimetry was calculated both intraoperatively and one month post-operatively using the MiM Symphony ® software, which incorporates the American Association of Physicists in Medicine Task Group 43 guidelines [19] , and the implant was performed in accordance with the National Institute of Standards and Technology 1999 guidelines for prostatic brachytherapy [20] . The fusion process is done within the MiM Symphony computer system and is proprietary.
Radioactive seed implantation
Radioactive source implantation was accomplished through a transperineal approach using encapsulated 125 I or 103 Pd seeds with mean radioactivity of 0.381 and 1.31 mCi, respectively. Sources used were linear Bard Brachysource model IS-1271 ® for 125 I and Bard model PS-TS200K ® for 103 Pd (Bard Medical, Murray Hill, New Jersey, USA). Implantation was accomplished under guidance of MRI/ultrasound image fusion according to the preoperative treatment plan ( Figure 1 ). Care was taken to exempt seeds from the proximal 0.5 cm surrounding the urethra, and 0.2-0.3 cm from the posterior capsule to protect the rectum. All patients were discharged the same day of the procedure, and were pre-emptively treated with tamsulosin 0.4 mg daily and a broad-spectrum antibiotic post-implantation. The average prescribed dose to 90 % of the target volume (D 90 ) was 159.19 Gy for the 
Acute toxicity analysis
Patients were evaluated for symptoms of urinary dysfunction using the IPSS [21] . The IPSS score rates patient reported symptoms 0-5, including: urgency, nocturia, weak stream, frequency, incomplete emptying, straining, and intermittency. Scores of ≤ 7 are classified as "mild symptoms", between 8 and 19 as "moderate symptoms", and from 20 to 35 as "severe symptoms". Each patient completed an IPSS screening evaluation prior to and following implantation, and at each follow-up visit. 
Post-operative statistical analysis
Results
Twenty patients underwent intraoperative MRI/ US fusion guided LDR brachytherapy with either 125 I or 103 Pd. Characteristics relating to the patients and seed implants are listed in Table 1 . The median number of seeds implanted per patient was seventy-six. The MRI measured prostate volume was on average 4.47 cc larger than the CT measured prostate volume. Prostate volumes and dosimetric characteristics measured through intraoperative Magnetic resonance imaging and US, as well as, post-operative CT are shown in Table 2 .
In 9 patients, the apex of the prostate was better identified under MRI and an average of 4 fewer seeds (range, 3-5) were required to be placed in the apex/urinary sphincter region. 
Discussion
Low-dose-rate prostate brachytherapy is a definitive therapeutic option for localized disease that offers the advantage of being completed in an outpatient setting with relatively low acute morbidity. Consistent with past reports [14, 15, 16] , we have demonstrated that MRIbased prostate brachytherapy is a feasible option offering improved imaging and the potential for optimized seed placement and dose distribution. A minor limitation relating to MRI-based treatment is the increased intraoperative fusion time of 5-10 minutes and the introduction of pre-operative MRI imaging, which is rapidly becoming a standard preoperative study [14, 15, 16, 17] . In addition to the slightly longer operative times, MRI is less accessible compared to US. Although more accessible, US does not offer the benefits of improved prostatic visualization and dosimetric parameters seen with MRI.
Dosimetric parameters
Several studies have validated prostate D 90 and V 100 as predictive measures of biochemical relapse-free survival (bRFS) [ 30 showed measurement discrepancies consistent with those noticed by other researchers in MRI/CT comparison [28] . We used this same parameter to demonstrate discrepancies with ultrasound defined volumes suggesting that caution must be used when evaluating dose to larger volumes of rectum (as opposed to 1 and 2 cc volumes only), and using these values as limits for organs at risk, since the D 30 has been shown as a measurable metric for long-term morbidity [29] .
Acute toxicity and quality of life
In a study by Cesaretti et al., the average pre-treatment IPSS in 172 patients was 7.5 (CI, 6.5-8.5). This value was similar to the average pre-treatment IPSS (8.5) seen in our study [30] . They also observed that baseline IPSS scores increased after seed implantation, typically reaching a peak value of 19.4 (ΔIPSS = 11.9) at a median of 1.3 months post-implant. These results were similar to those previously obtained by Desai et al. , in which IPSS also peaked at 1 month post-implant to 14 [31] . Increasing total radioactivity and cumulative radiation dose to the prostate, bladder, and urethra were variables correlated with the peak in symptoms. The IPSS scores of our patients were assessed at 3-4 weeks post-treatment, with a mean change from baseline IPSS of 3. While this increase in IPSS compares favorably with the reported results of Desai and Cesaretti (9 and 11.9, respectively), our sample size was much smaller with the IPSS taken at an earlier post-operative interval, possibly contributing to the smaller incremental increase.
Prostate volume significantly impacts the IPSS score [27, 28, 29, 30, 31, 32, 33] . The average prostatic gland volume by ultrasound in our study (mean, 36.58 cc; range, 21.75-58.0 cc) was similar to volumes reported in both Desai (median, 32.6 cc; range, 16-72 cc) [31] and Cesaretti (mean, 42.9 cc; range, 12.7-73.7 cc) [30] .
Utility of magnetic resonance imaging
MRI is increasingly used for prostate cancer screening, staging, and treatment. With this technique, we were able to visualize the prostatic apex more clearly. As a result, nearly half of the patients (9/20) treated required fewer radioactive seeds in this area, which may result in decreased dose to the urogenital diaphragm and associated distal urethra. With improved visualization and dosimetry, we anticipate diminished acute and chronic morbidity. Despite the feasibility and superior dosimetric parameters seen with MRI imaging, additional larger scale studies are required to assess the long-term clinical implications of disease control and normal tissue morbidity.
Conclusions
The current standard planning modality in prostate brachytherapy is CT/US-based. Our study showed that CT/US-based planning may underestimate prostate volume when compared to treatment planning conducted with the MRI/US fusion. This may contribute to unnecessary total seeds implanted and to possible excessive total dose. Furthermore, CT/US-based dosimetric plans underestimated prostatic and rectal dose when compared to MRI/US, as well potentially contributing to increased morbidity. Further study is required to define the longterm clinical significance. Altogether, MRI is a feasible imaging option for prostate brachytherapy capable of institution into standard treatment protocols to augment intraoperative TRUS-based seed placement.
